Paralabral cysts of the shoulder are rare, and there are few reports available that describe antero-inferior paralabral cysts arising from a detached antero-inferior glenoid labral tear without shoulder instability. We report an anteroinferior labral tear without shoulder instability in adolescent overhead athlete associated with paralabral cyst that leads to axillary nerve neurapraxia. Although nonoperative management of such labral lesions may provide symptoms of relief, it may not be enough for the athlete to return to the game. However, surgical treatment in this case provides successful recovery and rapid return to playing baseball play without having to worry about the progression of muscle denervation.
Introduction
Shoulder injuries in adolescent overhead athletes are being increasingly encountered by orthopedic surgeons as early participation in throwing sports continues to grow at a rapid rate 1) .
Paralabral cysts of the shoulder are rare, and usually develop in the proximity of the labrum, but can be a cause of pain and disability, especially in the shoulders of overhead athletes.
Paralabral cysts are most frequently reported along the posterior, superior, and anterior aspects of the glenohumeral joint and are uncommon to be located inferiorly to the joint 2) . The underlying cause of paralabral cysts has not yet been identified. Recently the wide-spread use of magnetic resonance imaging (MRI) has increased the frequency of diagnoses of paralabral cysts of the shoulder joint. The causal relationship of spinoglenoid cysts to suprascapular nerve neurapraxia has been well documented, and spinoglenoid cysts have also been associated with superior labral anteroposterior lesions 3, 4) . However, there are few reports available that describe antero-inferior paralabral cysts resulting in axillary neuropathy, arising from a detached antero-inferior glenoid labral tear without shoulder instability.
We present a case of an antero-inferior paralabral cyst arising from a detached antero-inferior glenoid labral tear without shoulder instability resulting in a compressive partial neuropathy of the axillary nerve, thereby giving rise to a several-month history of progressive shoulder pain and mild atrophy of the teres minor muscle. On the basis of the examination and a concern for the possibility showed a recovered signal intensity of the teres minor although there was no change in the paralabral cyst.
Case Report
Thus, we considered that repeated overhead throwing activity provokes the paralabral cyst to irritate and compress the axillary nerve. While rest reduced the pain somewhat, the symptoms immediately recurred with his return to baseball, and he then revisited our clinic. So we decided to perform an arthroscopic operation due to his desire to return to playing baseball. (Fig. 4 ).
Description of procedure

Postoperative rehabilitation and return to play
Discussion
A paralabral cyst of the shoulder joint can be observed in 2% to 4% of the general population, particularly in men during the third and fourth decades. Paralabral cysts of the shoulder joint usually develop in the proximity of the labrum. On average, these cysts measure 10 to 20 mm in diameter and they are preferentially located on the postero-superior aspect of the glenoid.
Only rarely do they occur anteriorly and it is uncommon for them to be located inferiorly to the joint 5) .
The symptoms of a paralabral cyst may be the result of rotator cuff disease, labral disease, entrapment syndrome from compression of the suprascapular nerve or axillary nerve, instability or a combination of these conditions 5) . A few reports show that the paralabral cyst of the shoulder is associated with glenohumeral instability 2,6,7)
. Dietz et al. 2) reported that an anterior-inferior labral cyst with an anterior labral tear was related to non-traumatic shoulder instability, and Ferrick and Marzo 6) reported that suprascapular entrapment neuropathy with a ganglion is related to posterior shoulder instability. Yukata et al. 7) also reported that a paralabral cyst of the shoulder was associated with recurrent anterior dislocation.
Our case report is that of a rare case of antero-inferior paralabral To our knowledge, our case study is the first to report an antero-inferior labral tear without shoulder instability associated with antero-inferior paralabral cyst that leads to axillary nerve neurapraxia in adolescent overhead athlete. Nonoperative management of such antero-inferior labral lesions with pathologic paralabral cysts may not be successful in achieving long-term pain relief or consistent restoration of shoulder function in the throwing athlete, and there is a further risk of progression of muscle denervation to an irreversible level. In our patient, anatomic arthroscopic antero-inferior labral repair with paralabral cyst decompression achieved substantial pain relief and allowed for a rapid return to baseball at the previous level of competition.
In conclusion, we report an antero-inferior labral tear without shoulder instability in adolescent overhead athlete associated with paralabral cyst that leads to axillary nerve neurapraxia. Although nonoperative management of such labral lesions may provide symptoms of relief, it may not be enough for the athlete to return to the game. However, surgical treatment in this case provides
